Introduction
The presence of air in the epidural space is known as epidural emphysema. Usually, epidural emphysema is seen in the cranial space, known as cranial epidural em-Gokhale /Gokhale On examination she was emaciated and febrile with temperature of 39.5 ° C, tachycardic with a heart rate of 110 beats/min, and tachypneic, breathing up to 25 times a minute with oxygen saturation of 94%. Her blood pressure was 90/60 mm Hg. Examination of the chest wall revealed diffuse crepitus, thus there was clinical evidence of subcutaneous emphysema. The remainder of the physical examination did not show any obvious abnormalities.
She underwent an urgent chest X-ray, which demonstrated evidence of air in the subcutaneous space over the chest wall, thus confirming the diagnosis of subcutaneous emphysema. She underwent an emergency computed tomogram scan of the chest which showed subcutaneous emphysema, evidence of air in the mediastinum (pneumomediastinum), evidence of air in the peritoneal cavity (pneumoperitoneum) and, interestingly, a rare finding of evidence of air in the epidural space in the thoracic spine (epidural emphysema) ( fig. 1 ).
She underwent emergency evaluation by a surgical team to evaluate the source of the potential air leak. Due to the locally advanced nature of esophageal carcinoma, she was thought to be a high-risk surgical candidate. The potential morbidities and possible mortality were discussed with the family members. She was transferred to the oncology unit and underwent palliative radiation and pain control. She developed aspiration pneumonia leading to sepsis and succumbed to her illness a few days after inpatient admission. She had persistent epidural emphysema until death.
Discussion
This was a case of a rare occurrence of spontaneous extracranial epidural emphysema associated with esophageal cancer. Generally, extracranial epidural emphysema is localization of air within the extracranial epidural space [1, 2] , which is distinct from cranial epidural emphysema that can be seen in penetrating head injuries or infections with gas-forming organisms such as clostridia. It is important to realize that the epidural space surrounding the brain and the epidural space surrounding the spinal cord are two distinct spaces that do not communicate with each other. The spaces are separated distinctly by a tight dural layer at the level of the foramen magnum. Therefore, air does not travel from the cranial epidural space to the spinal epidural space. For these anatomical reasons, extracranial epidural emphysema is rare.
Usually, epidural emphysema is limited to a few vertebral spaces. The most common described reasons are invasive spinal procedures such as open spine surgery or spinal tap, infections with gas-forming organisms, rupture of the intervertebral disk, or sometimes air emboli through communication with the pelvic venous plexus [3] [4] [5] ; less commonly, it is secondary to mediastinal air that tracks into the epidural space. In our case, there was probably weakness of the mediastinal connective tissue due to body wasting and malignancy. The sudden bout of cough, most likely due to aspiration, likely caused a rise in intrathoracic pressure. This rise in intrathoracic pressure together with connective tissue that was weak as a result of malignancy then allowed the air to extend from the airways to the mediastinal cavity. The air leak then likely travelled from the mediastinum into the epidural space via the cervical fascial planes and intervertebral foramen [6] .
Conclusion
The extracranial epidural emphysema of this case resulted from a bout of cough with tracking of air from pneumomediastinum through emaciated tissue planes into the epidural space. This is a rare radiological sign and when seen, should alert the radiologist and the clinician to a potentially serious underlying medical condition, such as the malignancy in our case.
